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doi:10.1016/j.fjs.2011.08.020Summary An 81-year-old woman presenting with intermittent colicky abdominal pain and
abdominal fullness for 3 days was admitted to our hospital. The pain was localized in the peri-
umbilical area, without peritoneal signs. A computed tomographic (CT) scan demonstrated
a loop of ileum herniating into the space between the pectineus and the left external obtu-
rator muscles with an abrupt stenosis of the ileum and dilated small bowel loops. Incarcerated
obturator hernia without bowel perforation was diagnosed. Laparotomy with mesh repair of
the obturator hernia was performed the next day. The patient recovered well and was dis-
charged on the 6th postoperative day. The literature is reviewed with regard to pathogenesis,
clinical manifestation, imaging features and treatment of obturator hernia.
Copyright ª 2011, Taiwan Surgical Association. Published by Elsevier Taiwan LLC. All rights
reserved.1. Introduction
Obturator hernia is thought to be rare. It is often seen in
elderly, thin females, manifesting by intestinal obstruction
and thigh or knee pain on the affected side. Herniation
occurs through the obturator canal, which contains the
obturator nerve and vessels. The first case of obturator
hernia was observed by Arnaud de Ronsil in 1724. Obturator
hernia is a significant cause of morbidity and mortality. As
the signs and symptoms are frequently nonspecific,artment of Surgery, Tainan
d, East District, Tainan 701,
hinet.net.
ight ª 2011, Taiwan Surgical Assopreoperative diagnosis is often difficult. I report here a case
of incarcerated obturator hernia, diagnosed by a computed
tomographic (CT) scan and successfully treated by lapa-
rotomy and mesh repair.
2. Case report
The patient, aged 81 years, was small and thin with limited
daily activity because of a traumatic left below-knee
amputation many years before, and a compression frac-
ture of the spine. She arrived in the emergency room of our
hospital with intermittent colicky abdominal pain, nausea,
vomiting and obstipation for 3 days. The pain was steady,
each bout lasting 1e2 hours, and localized in the peri-
umbilical region without radiation to the back. Prior to this
admission, the patient had attended the orthopedicciation. Published by Elsevier Taiwan LLC. All rights reserved.
242 W.-C. Ououtpatient department six times within 1 month on account
of left thigh pain.
Myalgia was the initial diagnostic impression because of
lumbar spondylosis with spur formations and compression
fractures of the 12th thoracic vertebra and the 4th and 5th
lumbar vertebrae. On arrival in the emergency room, her
body temperature was 36.5 C, blood pressure 122/
82 mmHg, heart rate 98 beats/minute, and respiratory rate
18 breaths/minute. On examination, her abdomen was soft,
and ovoid in appearance. There was periumbilical tender-
ness without peritoneal signs such as rigidity, rebound pain,
or muscle guarding, hypoactive bowel sounds, and tympa-
nicity on percussion. The white blood cell count was
10.53  109/L, potassium concentration 1.69 mmol/L, and
chloride concentration 125.2 mmol/L. Otherwise, the
laboratory data were within normal limits. A plain abdom-
inal film revealed dilated loops of small bowel in the lower
abdominal cavity. A computed tomographic (CT) scan
demonstrated: (1) a loop of ileum herniating into the space
between the pectineus and the left external obturator
muscles, with an abrupt stenosis of the ileum and dilated
small bowel loops (Figs. 1A and 1B); and (2) no evidence of
ascites or free air in the peritoneal cavity or left obturator
canal.
Incarcerated left obturator hernia without bowel
perforation was diagnosed, on the basis of the CT findings
and physical examination. Early surgical intervention was
initially suggested, but the family was reluctant because
the patient was old and emaciated. Surgery was delayed to
the next day of admission, when the family eventually
agreed to surgery. A laparotomy showed a loop of ileum,
about 100 cm from the ileocecal valve, herniating into the
left obturator foramen without perforation (Figs 1C and
1D). The defect was about 1 cm in diameter and wasFigure 1 (A) Computed tomography (CT) scan showing a loop o
external obturator muscles (white arrow); (B): CT scan showing
(arrowhead); (C) ileum herniating into left obturator foramen
perforation.repaired with a synthetic-mesh plug. The patient was dis-
charged uneventfully on the 6th postoperative day. There
has been no abdominal distension or pain, but chronic
constipation, and the left thigh pain was not intractable
during 1 year of follow-up.3. Discussion
Obturator hernia is defined as a herniated viscus protruding
into the obturator canal, which contains the obturator
nerve and vessels and is bounded superiorly and laterally by
the pubic bone and inferiorly by the obturator membrane.
The condition occurs most frequently in emaciated women
aged between 70 and 90 years, hence its nickname of “little
old lady’s hernia”.1 The pathogenesis is generally thought
to be loss of protective preperitoneal fat, as a result of
aging or malnutrition, and a resultant larger space in the
obturator canal that facilitates the formation of a hernia.2,3
Most obturator hernias occur on the right side, probably
because the sigmoid colon may cover the left obturator
foramen and prevent herniation.4
The clinical symptoms of obturator hernia are often
vague and nonspecific, such as dull, crampy abdominal
pain, constipation, nausea, and vomiting. Abdominal pain
may be intermittent or persistent, depending on whether
the herniation reduces spontaneously. Our patient did not
present with complete bowel obstruction because the
hernia was a Richter’s hernia, which occurs when the
antimesenteric wall of the intestine protrudes through
a defect of the abdominal wall. A Richter’s hernia can
result in intestinal strangulation and necrosis in the
absence of intestinal obstruction. When herniated viscera
compress the obturator nerve there is resulting obturatorf ileum herniated into space between the pectineus and left
a collapsed small bowel and dilated proximal small bowel
(white arrow); (D) ileum reduced from herniation without
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inguinal crease and the anteromedial aspect of the thigh,
which is an important finding for obturator hernia. The
HowshipeRomberg sign is reported to be present in about
50% of cases, with referred pain along the medial thigh and
sometimes extending to the hip as a result of compression
of the obturator nerve by the hernia sac.4,5 However, the
HowshipeRomberg sign is generally masked by severe
abdominal symptoms and is often mistaken for arthritis,
because obturator hernia mostly occurs in elderly patients.
Another possible sign on presentation is the Hannington-Kiff
sign, characterized by an absent adductor reflex in the
thigh.6
In diagnosing obturator hernia, CT imaging is superior to
a plain abdominal film, ultrasonography or gastrointestinal
imaging with a contrast medium. CTwas first reported to be
useful for detecting obturator hernia by Cubillo in 1983. It is
now regarded as the standard diagnostic modality for
obturator hernia, with a documented accuracy of 80%.4,7
Kammori et al4 reported that 15 of 16 patients confirmed
to have obturator hernia were diagnosed by CT alone.
Obturator hernia is treated surgically, especially in
complicated or incarcerated cases. Therapeutic methods
reported include the retropubic approach, obturator
approach, inguinal extraperitoneal approach, trans-
peritoneal approach and combined approach with a lapa-
rotomy or laparoscopy.8,9 A transperitoneal approach may
be the most favorable because it can establish the diag-
nosis, provide adequate exposure, protect the obturator
vessels, and allow the compromised bowel to be identified
and resected when necessary.7 Recently, a laparoscopic
technique has been used in managing obturator hernia and
for high-risk patients may provide benefits, such as less
postoperative pain, fewer complications, earlier ambula-
tion and shorter hospital stay.9 The laparoscopic operation
for obturator hernia is not feasible in an emergency and
technical problems still limit its application.10 Whatever
mode of surgery is chosen, after reducing the contents, thedefect of the obturator canal should be repaired by simple
suture or with a permanent prosthetic mesh.
4. Conclusion
Obturator hernia carries a high risk of morbidity and
mortality in elderly patients. Obturator hernia should be
suspected when there is pain along the medial, ipsilateral
thigh and knee, particularly in emaciated elderly women
presenting with ileus without a history of abdominal
surgery. Abdominal CT is useful in confirming the diagnosis
preoperatively. Early diagnosis of uncomplicated obturator
hernia allows prompt surgical treatment and hence
a reduced chance of associated morbidity and mortality.
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